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ABSTRACT 



This paper summarizes the history and impact of affirmative 
action in medical education. Affirmative action was introduced in the 1960s. 
From 1968-74, there was significant integration in medical education. The 
assassination of Martin Luther King was catalytic, and awareness of racial 
and class disparities in U.S. public health also spurred educators, the 
federal government, and the public to support efforts to increase the numbers 
of minority doctors. There was growing recognition that minorities were 
excluded from medicine and that the same minorities who traditionally 
experienced discrimination had the most acute medical needs and least access 
to care, thus creating a need for minority doctors. The federal government 
and private foundations helped medical schools' efforts to recruit, retain, 
and prepare minority medical students. Affirmative action initiatives of U.S. 
medical schools have been successful in three ways: (1) racial targeting 

dramatically increased minority enrollment; (2) the academic record of 
minorities in medical school has been good; and (3) minority physicians 
disproportionately serve disadvantaged patients. Project 3000 by 2000 is a 
campaign of U.S. medical schools to matriculate 3,000 under-represented 
minority students annually. After the project was launched, minority medical 
school enrollment increased 36 percent, then stabilized, then increased again 
in 1998. (Contains 39 endnotes.) (SM) 
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Political and judicial assaults on the use of race-conscious affirmative ac- 
tion in higher education admissions have created a crisis for those of us 
concerned with diversity in the medical profession. The purpose of this 
paper is to summarize the history of affirmative action in U.S. medical ed- 
ucation and the impact of that policy on medical schools and on the na- 
tion as a whole. That impact has been both dramatic and overwhelmingly 
positive. 



The Origins of Affirmative Action in U.S. Medical Schools 

It was not long ago that medical schools, like most other institutions in 
U.S. society, were highly segregated and overwhelmingly white. The prog- 
ress of desegregation has been such that we tend to forget how recently 
the laws and customs that enforced racial stratification and injustice in 
this country were dismantled. 

The military was the first major American institution to desegregate, 
after the Korean War in the 1950s. The last vestiges of segregation in the 
armed forces were not eliminated until 1965. 1 The segregation of public 
schools and colleges — perhaps the most insidious form of racial discrimi- 
nation — has been illegal since the 1954 U.S. Supreme Court decision in 
Brown v. Board of Education, but widespread desegregation of schools did 
not occur until the 1960s. Substantial progress was made in the 1970s, yet 
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segregation in elementary and secondary schools continues to this day, 
accompanied by gross inequalities in the availability of educational re- 
sources, including overall levels of funding, quality of the curriculum, 
and availability of skilled teachers. 2 

The G.I. Bill of 1944 opened the door to higher education for the first 
time for many low-income and minority veterans, although black veter- 
ans from the South still were barred from all but historically black col- 
leges. G.I. Bill funds enticed many northern universities to admit minor- 
ity veterans; often they waived or lowered admission requirements to 
accommodate soldiers returning from the war, and the newly enrolled 
veterans generally performed well academically. 3 Thus this intervention 
by the federal government, though not specifically racially targeted, gave 
many black, Latino, and Native American students the opportunity to en- 
ter professions generally associated with a middle-class standard of living. 

President Kennedy coined the term "affirmative action" in 1961, but 
affirmative action itself did not play a major role in federal policy until 
1965, when President Johnson issued Executive Order 11246. This order 
required institutions doing business with the federal government to 
develop plans to seek out and employ qualified underrepresented minori- 
ties. Reginald Wilson argues that affirmative action had its greatest im- 
pact on higher education between 1965 and 1975, and the record of diver- 
sity at U.S. medical schools confirms his observation. 

As was true elsewhere in higher education, medical schools began to 
take affirmative actions during the late 1960s to correct policies and prac- 
tices that had perpetuated a system of quasi-apartheid in medical educa- 
tion. Only 2.2 percent of all medical students in 1964 were black, and 76 
percent of all black medical students were enrolled at either Howard or 
Meharry — the nation's two historically black medical schools. 4 The other 
eighty-one medical schools enrolled, on average, one black student every 
two years. In 1968, the first year that the Association of American Medical 
Colleges (AAMC) began systematically to collect data on minority 5 stu- 
dents, only three Native Americans, twenty Mexican Americans, three 
mainland Puerto Ricans, and 266 blacks were among the 9,963 students 
enrolled in first-year classes; Meharry and Howard were still enrolling 50 
percent of all black medical students. 

Between 1968 and 1974, the number of black students enrolled in 
first-year medical classes increased from 266 (2.7 percent of the total) to 
1,106 (7.5 percent). In the same period, the number of Native American 
students increased from 3 to 71; Mexican Americans, from 20 to 227; and 
mainland Puerto Ricans, from 3 to 68. Between 1964 and 1974, the per- 



O 



Affirmative Action and Medical Education 207 



TABLE 1 Average Annual Total and Excess Death in Blacks from Six Leading 
Causes of Mortality, U.S., 1979-1981 



Cause of Death Excess Deaths, Males and Females, Cumulative to Age 70 

Number Percent 



Heart disease and stroke 


1 8,1 81 


30.8 


Homicide and accidents 


10,909 


18.5 


Cancer 


8,118 


13.8 


Infant mortality 


6,178 


10.5 


Cirrhosis 


2,154 


3.7 


Diabetes 


1,850 


3.1 


Subtotal 


47,390 


80.4 


AH other causes 


11,552 


19.6 



centage of all black students enrolled in the two historically black medical 
schools plummeted from 76 percent to 18 percent. 6 

The period from 1968 to 1974 brought significant integration in med- 
ical education. Why did this transformation happen so quickly? The as- 
sassination of Dr. Martin Luther King Jr. in 1968 was a catalytic event. It 
markedly heightened awareness of racial injustice in medical education 
and led to dramatic action. Despite the passage of civil rights laws prohib- 
iting discrimination, medical schools had made little progress toward 
diversity. Beginning in 1968, they moved from a stance of race-neutral 
"receptive passivity" regarding minorities toward affirmative action to in- 
crease minority student outreach and enrollment. 7 

Awareness of racial and class disparities in the health of the American 
people also spurred medical educators, the federal government, and, to 
some extent, the public at large to support efforts to increase the number 
of minority doctors. For example, the difference in life expectancy be- 
tween blacks and whites in 1970 was 7.6 years. 8,9 Although differences in 
socioeconomic status account for some of this gap, morbidity and mortal- 
ity rates for blacks remain higher even after controlling for income. Ac- 
cording to a landmark 1985 report by the Department of Health and Hu- 
man Services, six causes of mortality accounted for more than 80 percent 
of the excess deaths for black Americans (see Table l). 10 

Medical student activism after the assassination of Dr. King contrib- 
uted to the heightened awareness of the injustice of maintaining policies 
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and practices that excluded blacks and other minorities from the medical 
profession. There was growing recognition as well that the same minority 
groups that had borne the brunt of discriminatory treatment throughout 
U.S. history had the most acute medical needs and the least access to med- 
ical care. It was believed that minority doctors would be more likely to 
practice in underserved communities and to understand the cultures, be- 
liefs, and concerns of minority patients. 

Other arguments for increasing minority enrollment in medical 
schools have more recently emerged : 11 

• Student diversity enhances the teaching and learning of medicine for 
all students. 

• Diversity is needed to set an appropriately comprehensive research 
agenda. As noted by AAMC President Jordan Cohen, 

Our society as a whole is plagued by many unsolved health prob- 
lems, many of which swirl disproportionately around our mi- 
nority populations. Our country's research agenda is, in large 
measure, set by those who have chosen careers in investigation. 
Individual investigators, in turn, tend to do research on problems 
that they “see." And what people see and what tickles their fancy 
depends, to a great extent, on their particular cultural and ethnic 
filters. Recognizing all of these truths leads to the reality that find- 
ing solutions to our country's most recalcitrant health problems, 
even being able to conceptualize what those problems are, will re- 
quire a research work force that is much more diverse racially, 
ethnically, and by gender than we have now. Creating that work 
force begins with ensuring diversity among those admitted to our 
M.D. and Ph.D. educational programs . 12 

• The need for minority representation in the leadership of the health- 
care industry. Health care accounts for one-seventh of the gross do- 
mestic product. Racial and ethnic diversity in medical schools is 
needed to ensure that minorities are not excluded from leadership 
positions in this major industry. 

• Diversity in the leadership of the health-care industry is essential to 
delivering high-quality care. Recent studies have found that minority 
patients often receive care that is different from and often inferior to 
that received by other patients. These differences are found even 
when the economic circumstances, including insurance coverage, of 
minority and nonminority patients are similar . 13 
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Government and Foundation Support for Diversity 14 

Both the federal government and private foundations helped medical 
schools' efforts to support the academic preparation of prospective mi- 
nority medical students, as well as their recruitment to and retention in 
medical school. The Josiah M. Macy Foundation was a pioneer in these ef- 
forts. In 1966 it funded postbaccalaureate programs for minority college 
graduates who were interested in medicine but needed extra academic 
preparation to qualify. The following year, the Macy Foundation spon- 
sored a series of influential conferences for medical educators. 

The first major financial support ($5 million) for minority recruit- 
ment, enrichment, and retention activities came in 1967 from the U.S. 
Public Health Service through its Special Health Career Opportunity 
Grant Program. In 1971, this program would be renamed the Health Ca- 
reers Opportunity Program. This and other Public Health Service pro- 
grams continue to support efforts to increase enrollment of minority and 
disadvantaged students in medical schools and the health professions. 

In 1969, the federal Office of Economic Opportunity allocated $1.5 
million to establish offices of minority affairs at the AAMC and at fifty-six 
health professional schools — mostly schools of medicine. In 1970, an 
AAMC task force called for a short-term goal that 12 percent of all medical 
students be from racial and ethnic groups underrepresented in medicine. 
This goal was set in relation to the broader objective of having minority 
students' numbers in medical schools reflect their representation in the 
population at large. To achieve this goal, medical schools were to work 
closely with undergraduate colleges to ensure that minority college stu- 
dents knew about opportunities in U.S. medical schools. Schools also 
were to address the financial issues that prevented many minority stu- 
dents from studying medicine. Medical schools also were asked to ensure 
that their minority students had mentors and were tied into a system of 
social and academic support that would enable them to persist in their 
studies and to graduate. 

The AAMC Executive Council's endorsement of the Minority Task 
Force report included the following statement: 

In developing new and modifying existing educational programs, 
medical school faculties should be aware that minority students, 
while not always as well prepared in the traditional sciences basic to 
medicine, bring to the profession special talents and views which are 
unique and needed. Educational programming for all medical stu- 
dents should be sufficiently flexible to allow individual rates of prog- 
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ress and individualized special instruction. With such programming, 
the opportunity for minority student success will be maximized. 15 

Since the late 1960s and early 1970s, the National Institutes of Health 
and the Robert Wood Johnson, Kellogg, and Kaiser foundations also have 
supported minority student recruitment, academic enrichment, or reten- 
tion activities in medical schools. 



Affirmative Action in Medicine Has Worked 

There is no question that the affirmative action initiatives of U.S. medical 
schools begun in the 1960s have been successful, in three interrelated 
ways. First, these racially targeted programs and policies were in fact re- 
sponsible for dramatically increasing minority student enrollment in 
medical school. Second, the minority students who entered medical 
school through these programs performed academically at levels compa- 
rable to those of other students admitted in traditional ways. Finally, 
those admitted to the medical profession through affirmative action have 
proved to be more likely to address the health-care needs of minority and 
disadvantaged patients than other doctors. 

Racial targeting increased minority enrollment significantly. As noted 
above, minority enrollment in medical school increased dramatically 
from the mid-1960s to 1974, when it reached 9 percent of the first-year 
class. These gains occurred because of direct affirmative action, both by 
medical schools and by undergraduate colleges that took similar measures 
to increase minority enrollment. Thus the number of well-prepared mi- 
nority applicants to medical schools also was increasing. Medical schools 
actively recruited minority students, sponsored educational enrichment 
programs for minorities, and broadened the criteria for admissions deci- 
sions. 

On average, the Medical College Admission Test (MCAT) scores and 
grades of minority medical students of that era were not as high as those 
of white students, as is the case today. 16 Nevertheless, medical schools re- 
cognized the social and moral imperative of making medical education 
accessible to students from racial and ethnic groups that were both under- 
represented and disadvantaged. Besides sponsoring educational enrich- 
ment programs for minority premedical students and providing support 
services for enrolled students to enhance retention, medical schools be- 
gan to examine the importance of noncognitive variables to students' 
success. The AAMC developed and implemented the Simulated Minority 
Admission Exercise 17 to help admissions committees recognize factors 
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such as positive self-concept, ability to set long-term goals, realistic self- 
appraisal, and commitment to community service. 

The rapid increase in minority enrollment between 1968 and 1974 
leveled off in 1975. The numbers remained stagnant for the next fifteen 
years. Despite the continuation of most of the programs and policies from 
the previous era, minorities were more underrepresented in medical 
schools in 1990 than they were in 1974. Recognizing this pattern early 
on, the AAMC convened a second task force in 1978. Among its members 
was Louis Sullivan, dean of the newly created Morehouse School of Medi- 
cine, who in 1988 would become secretary of the Department of Health 
and Human Services under President Bush. 

The 1978 task force found that the primary cause of the stagnation in 
minority enrollment was the small number of qualified minority appli- 
cants. It also noted that the goal of reaching 12 percent minority enroll- 
ment by 1975 was based on an 

overly optimistic assumption by the [1970] Task Force concerning the 
rate at which minority students would continue to be accepted from 
the minority applicant pool. The estimated admission rate of 75 per- 
cent for blacks in 1969-70 was never again achieved. The highest sub- 
sequent rate for black students was 57 percent in 1971. This rate 
dropped gradually to 38 percent in 1976, a figure essentially equiva- 
lent to that year's rate for majority students. 18 

Commenting on the adverse political and legal climate for affirmative ac- 
tion in 1978, the task force noted that 

although medical schools have not completely backed away from 
their efforts to increase the participation of minority students, many 
which had developed positive programs have appeared to modify 
their admissions programs and are awaiting the Supreme Court's [still 
pending] decision in the Bakke case. 

The primary conclusion of the 1978 task force was that the size and 
quality of the applicant pool were two of the most critical factors affecting 
the number of minority students admitted. Its primary recommendation 
was that medical schools work with high schools and undergraduate col- 
leges to increase the supply of academically well-prepared minority stu- 
dents interested in medicine. 19 

The 1978 task force made two other important recommendations. 
First, it increased the minority student enrollment goal, set at 12 percent 
in 1970, to 16 percent. This reflected a rapid increase in the minority pop- 
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ulation during those years, as well as the previously unaccounted-for pres- 
ence of underrepresented minority groups other than blacks. Second, the 
task force recommended that medical schools work to increase the num- 
ber of minority students in the applicant pool to 16 percent. Medical 
schools did not immediately act on these recommendations, but they 
would become the cornerstone of Project 3000 by 2000 in the 1990s (see 
below). 20 

The record of minorities in medical school has been good. Despite having 
lower average MCAT scores and undergraduate grades than whites, mi- 
nority students have done well in medical school. They take slightly lon- 
ger to graduate, but very few minority students drop out for academic 
reasons. According to AAMC enrollment statistics, 95 percent of 1992 ma- 
triculants from underrepresented minorities had either graduated or were 
still enrolled in 1996. Only 1.1 percent had been dismissed and 1.2 per- 
cent had withdrawn voluntarily. By comparison, 97 percent of non- 
minority matriculants had graduated or were still in school; 0.2 percent 
had been dismissed and 0.9 percent had withdrawn voluntarily. 21 

A national study of 1994 medical school graduates found that 88 per- 
cent of blacks, 95 percent of Hispanics, 97 percent of Asians, and 99 per- 
cent of whites had passed both Part 1 and Part 2 of the U.S. Medical 
Licensing Examination (USMLE) of the National Board of Medical Exam- 
iners six years after entering medical school. 22 

Another study published in 1997 in the Journal of the American Medi- 
cal Association compared former students at the University of California at 
Davis School of Medicine who entered that school between 1968 and 
1987 through affirmative action with other students from the same pe- 
riod. The study found that 94 percent of the affirmative action students 
had graduated, compared to 97 percent of all others. Although regular ad- 
mission students scored slightly higher on their USMLE tests, there was 
no difference between the two groups in completion of residency training 
or evaluation of performance by residency directors. The authors of the 
study concluded that the affirmative action program at Davis had in- 
creased the diversity of the student population while producing no evi- 
dence of diluting the quality of graduates. 23 

Minority physicians disproportionately serve disadvantaged patients. A 
growing number of studies have reported essentially similar findings 
about minority physicians' impact on the health of the nation. One of the 
earliest studies, by Keith and others, 24 looked at the experiences of doctors 
who graduated from medical school in 1975. The authors found that mi- 
nority physicians were more likely to practice in federally designated 
health-manpower shortage areas (12 percent versus 6 percent) and had 
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more Medicaid recipients in their patient populations (31 percent for 
blacks, 24 percent for Hispanics, and 14 percent for whites). Physicians 
from each racial or ethnic group disproportionately served patients from 
their own group. 

Relying on survey data from a national sample of 15,000 patients 
rather than data provided by physicians, Moy and Bartman found that 
minority physicians were more likely than white doctors to provide care 
for patients who are minorities, are indigent, or have more serious health 
problems. 25 

A study by Xu and others of a random sample of 2,600 generalist phy- 
sicians (general internists, pediatricians, and family practitioners) who 
graduated from medical school in 1983 or 1984 also found that black, His- 
panic, and Native American doctors were much more likely than those of 
other races to provide care for medically indigent patients. This study sta- 
tistically controlled for other variables, such as gender; the income of the 
physician's family of origin; whether the doctor grew up in an inner city, 
suburban, or rural area; and the doctor's level of indebtedness from stu- 
dent loahs. The authors found that race and ethnicity were the most im- 
portant predictors that a physician would provide care to minority and 
medically underserved populations. 

The authors concluded that 

these findings corroborate the assumptions of those concerned with 
strategies for recruiting underrepresented minority students. . . . 

One coiild speculate that underrepresented minority physicians 
are more willing to care for underserved patients because they are sen- 
sitive to the unmet needs of the population. . . . Conversely, under- 
represented minority patients may prefer to seek out physicians with 
similar backgrounds. In either case, medical schools might wish to im- 
plement specific strategies to recruit underrepresented minority stu- 
dents, as well as to encourage all students to serve underserved popu- 
lations. 26 

The authors also raise the possibility that minority physicians may be 
more likely to provide care to poor and minority patients because they 
cannot establish more "desirable" practices. Findings from an AAMC Sur- 
vey of U.S. medical students just before their graduation in 1996 do not 
support this hypothesis, however. Two-thirds of underrepresented minor- 
ity graduates indicated a preference to locate in a socioeconomically de- 
prived area compared to only 16 percent of all other graduates. 27 

Joel Cantor and colleagues studied findings from a survey that asked 
doctors who graduated from medical school in the 1980s about their prac- 
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tices. The authors examined whether minority physicians were more 
likely to provide care to minority patients and to the medically under- 
served (as has been found in virtually every other study), even after con- 
trolling for other factors such as the physician's gender and socioeco- 
nomic status. They found that doctors of all races who were from low- 
income backgrounds were more likely than others to provide care to dis- 
advantaged populations, but that race, ethnicity, and gender of the physi- 
cian were much more powerful predictors of care to the disadvantaged. 

Discussing their findings in relation to the elimination of affirmative 
action in California, Cantor and colleagues wrote: 

Some in the affirmative action debate have advocated a shift from us- 
ing race and ethnicity to define groups for special recruitment to using 
"disadvantage" as the defining characteristic. Our findings do not 
support such a substitution. 28 

A 1996 study of black and Latino physicians in California by Koma- 
romy and others found that communities with high concentrations of 
black and Hispanic residents were four times as likely as others to have a 
shortage of doctors, regardless of the community's income. They also 
found that black physicians were much more likely than others to locate 
in communities with a high concentration of black residents, and Latino 
physicians were much more likely than others to practice in largely His- 
panic communities. Black physicians were more likely to provide care to 
Medicaid patients, and Hispanic doctors provided a disproportionate 
amount of care to uninsured patients. The authors concluded: 

Black and Hispanic physicians have a unique and important role in 
caring for poor, black and Hispanic patients in California. Disman- 
tling affirmative action programs, as is currently proposed, may 
threaten health care for both poor people and members of minority 
groups. 29 



Project 3000 by 2000 

Project 3000 by 2000 is a campaign of U.S. medical schools to increase mi- 
nority enrollment. Its goal is that 3,000 underrepresented minority stu- 
dents will matriculate annually at U.S. medical schools. 30 The number 
3,000 is based on population parity for underrepresented minorities in 
the United States, as were the earlier goals set by the AAMC minority task 
forces. Project 3000 by 2000 recognizes that aggressive recruitment, affir- 
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mative action in admissions, and maintaining an environment in medi- 
cal schools that is hospitable to minorities are necessary strategies to 
achieve diversity. These strategies alone, however, have proved insuffi- 
cient to reach the profession's goals for diversity. 31 

For many years, the percentage of minorities in the medical school 
applicant pool has remained approximately the same as their percentage 
among matriculants. In 1998, for example, minorities made up 1 1 percent 
of all applicants and 11.6 percent of all matriculants. To achieve popula- 
tion parity among matriculants — approximately 20 percent — without a 
comparable increase in the percentage of minorities in the applicant pool 
would require changes in admission policies and practices that would dra- 
matically favor minority applicants. This seems unlikely, to say the least, 
in the political and legal climate of the 1990s. For this reason, Project 
3000 by 2000 has called on medical schools to work in partnership with 
feeder high schools and colleges to increase the number of academically 
well-prepared minority applicants. Medical schools have responded to 
this call by dramatically increasing their involvement in education part- 
nerships with minority-serving schools and colleges. 32 

After Project 3000 by 2000 was launched, the number of under- 
represented minority students entering medical school increased 36 per- 
cent, from 1,485 in 1990 to 2,024 in 1994, and remained virtually un- 
changed in 1995. The number of minority matriculants fell substantially 
in 1996 and 1997, primarily because of declines in the states of California, 
Texas, Louisiana, and Mississippi — states where new prohibitions against 
affirmative action had gone into effect. Minority enrollment increased 
slightly in 1998 with the result that the number of minority matriculants 
was still 26 percent higher than in 1990. 

The enrollment gains that were achieved during Project 3000 by 2000 
were made possible by a 65 percent increase in minority applicants be- 
tween 1990 and 1995. While we do not know exactly why the minority 
applicant pool rose so quickly, it is likely related to the rising popularity 
of medicine as a career among both minority and nonminority students, 
as well as to substantial science education reform efforts, including mi- 
nority targeted programs of the National Science Foundation, the Na- 
tional Institutes of Health, medical schools, and others. 



Affirmative Action in Medical School Remains Imperative 

The studies summarized above document the unique role that minority 
physicians play in addressing the health-care needs of minorities and the 
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poor. Critics of affirmative action ask whether medical schools can't find 
other ways to address these needs without explicitly considering race and 
ethnicity in admissions. 

There is little if any disagreement that educational reforms leading to 
the continued development of the minority applicant pool must be the 
foundation of any long-term solution to this problem. Now, and for the 
foreseeable future, however, large differences still exist between minori- 
ties and others on virtually all standardized tests , 33 including the MCAT . 34 
To the extent that courts and politicians continue to cite the lower test 
scores of minotities as legitimate evidence that they are less "deserving" 
of educational opportunities, it is hard to imagine any short-term strategy 
other than race-conscious affirmative action that will be effective in pro- 
ducing diversity in medical schools . 35 ' 36 

The MCAT may predict students' performance in basic science 
courses and on other standardized tests. But leading medical educators 
have long argued that there is no evidence that the MCAT predicts who 
will provide the kind of medical care that meets the most pressing needs 
of our communities . 37 "No one in their right mind would argue for admit- 
ting anyone to medical school who did not evidence the academic skills 
and personal qualities necessary for completing the M.D. degree," points 
out Jordan Cohen, president of the AAMC. However, once you move be- 
yond the very low test scores that are predictive of academic risk, perfor- 
mance on the MCAT is essentially unrelated to the likelihood of success- 
fully completing medical school . 38 

The students with the highest scores will not necessarily make the 
best doctors. Medical schools therefore do not consider the admissions 
process to be a contest among applicants for the highest test scores. 

The AAMC's Jordan Cohen writes: 

Academic medicine (including the medical school admissions pro- 
cess) is, after all, largely about the future. It's about improving the 
health of future generations by educating physicians who will care for 
tomorrow's children, and by discovering better ways to keep tomor- 
row's children healthy. Given that our primary obligation to society is 
to furnish it with a physician wdrk force appropriate to its needs, our 
mandate is to select and prepare students for the profession who, in 
the aggregate, bear a reasonable resemblance to the facial, ethnic, and, 
of course, gender profiles of the people they will serve . 39 

More than fifty professional organizations related to medicine have 
formed a coalition called Health Professionals for Diversity to express 
their support for affirmative action. Its members include the American 
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Medical Association, the American College of Physicians, the American 
College of Surgeons, the American Public Health Association, the Ameri- 
can Academy of Pediatrics, the American Psychological Association, and 
the National Dental Association. Concerned about the continued ability 
of the medical profession to meet the nation's health-care needs, these 
leaders of American medicine have summed up their position as follows: 

Racial/ethnic diversity in the health professions work force is essential 
for the delivery of quality health care. At least for the short term, pre- 
serving the prerogative of health professions schools to consider race/ 
ethnicity among the many factors they examine in admissions deci- 
sions is indispensable for the training of a diverse health professions 
work force. 
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